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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State Nebraska

LIMITATIONS - DENTAL SERVICES

PRIOR AUTHORIZATION: NMAP requires prior authorization for certain dental services. Prior
authorization must be obtained before the service is provided. Diagnostic services, as defined in
state regulations, and routine corrective dental care, do not require prior authorization. Pre-payment
authorization for emergencies and other circumstances beyond the provider's control (insurance
coverage, etc.) will be reviewed by Medicaid Division staff.

COVERED SERVICES: NMAP defines dental services as any diagnostic, preventive, or corrective
procedures provided by or under the supervision of a licensed dentist. Covered procedures are
specified in state regulations.

DIAGNOSTIC DENTAL SERVICES: NMAP covers diagnostic dental services as defined in state
regulations, as amended. This includes exams, radiology, prophylaxis, topical application of fluoride,
and diagnostic casts. Exams are covered once each year on a routine basis for clients age 21 and
older. For clients who are eligible for HEALTH CHECK (EPSDT), exams are allowed every 6 months
or more often if medically necessary. Interperiodic dental exams wili also be considered appropriate
to determine the existence of suspected conditions. When a patient is referred to another dentist
or specialist, NMAP covers one exam by the second dentist or specialist.

ORAL SURGERY: Oral surgery, as defined by HCPCS, is covered as a physician service.

HOSPITALIZATION FOR DENTAL SERVICES Dental services must be provided at the jeast
expensive appropriate place of service. Payment for hospitalization, either outpatient or in an
Ambulatory Surgical Center, for dental treatment must be prior authorized by the Medicaid Division.
Authorization is based on medical necessity rather than dental needs. Emergencies, such as trauma
resulting from an accident, do not require prior authorization of payment.
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